
Manicorno de Jesus, and is situated near the gate of
San Vincente. The building is ail altered convent,
and not the original building. There are 530 inmates.
The rooms for the epileptic, violent, aud filthy patients,
are very bad. Restraint is greatly abused. Iu this
regard the asylum is a century behind the times.
Camisoles, muffs, etc., are used; but, what is worse,
there is an iron belt, made iu two segments, connected
behind by a hinge, and in front by a screw aud nut.
On either side, secured by a rivet, is an iron oval chain
link, two inches long, to which is attached an iron
mauacle or bracelet, opening with two hinges, and se-
cured by a screw and nut. The whole apparatus
weighs from four to five pouuds.

The worse thing of all at this badly managed asy-
lum is the way in which the filthy demented patients
are treated. In one long, narrow, dismal room Dr.
Seguin found between thirty and forty women squat-
ting, nearly naked, ou a wooden platform about six by
twenty-five feet, and raised one foot from tbe floor.
On the other side of the same hall, a yard away, per-
haps, was another sloping wooden platform extending
the length of the room and covered with corn husks
and straw. On this these unfortunate patients passed
the night side by side. A bad-looking mau, assisted by
a woman, had charge of the room.

Iu the conclusions with which Dr. Seguin concludes
his paper, he states that at a guess he would estimate
the total number of the insane iu Spain, including
cretins, idiots, epileptics, etc., at about 15,000.

He fouud that the percentage of cases of general
paralysis varied according to the observer from two to
twenty-five per cent. The disease has greatly increased
within the last fifteen years. As to the cause there was
a difference of opinion, alcoholism alone, or combined
with syphilis, as well as over-intellectual exertion
or meutal strain consequent on the increasingly
severe struggle for a living, all being assigned as the
cause.

There is no special fault to be found with the best
private asylums of Spain, except that the violent and
filthy patients are not treated with enough patience
and humanity, and the male patients do not have pleas-
ant and cheerful rooms to meet in. The provincial
asylums are all bad.

THE USE OF STIMULANTS IN INSANE HOSPITALS.

The Journal of Mental Science again calls attention
to this subject.1 There is no doubt that stimulants are
less used in Euglish asylums than formerly. There are
now twenty-seven pauper asylums in England known
to the editors of the Journal, where beer has been given
up as a beverage. Dr. J. A. Campbell, of the Cum-
berland and Westmoreland asylum, after several years'
trial, is satisfied that patieuts are much better without it,
and Dr. Rutherford of the Lenzie Asylum, who has many
out-of-door workers, gets along without it. Dr. Lind-
say, of the Derby County Asylum, does not use beer
as a beverage, not only considering patieuts better
without it, but also thinking that the habit of drinking
is sometimes fostered by its continued use in the asy-
lum. He has greatly diminished the use of stimulants
in the treatment of disease, substituting milk, arrow-
root, and other nutritious articles of food. The gen-
eral health of the iumates seems better than before.

At the Glamorgan County Asylum milk has beeu
substituted for beer with good results among tbe pa-

1 The Beer Dietary in Asylums. July, 1883.

tients. The female attendants were allowed a money
equivalent, and the males a uniform.

Several other institutions are spoken of where the
results have been good. It is to be hoped that the
movement now in progress will lead to the general
adoption of a more liberal and nutritious diet for the
insane in this country as well as in England. If such
is the case we shall undoubtedly see a time when
stimulants will rarely be needed.

Reports of Societies.
NEW YORK ACADEMY OF MEDICINE.

A PROTEST BY DR. J. G. ADAMS.

At a stated meeting of the Academy held Thursday
evening, November 1st, Dr. John G. Adams read a

protest against the adoption of so much of the miuutes
of the preceding meeting as referred to the passing of
the resolution offered by Dr. Loomis to rescind the
resolutions of Dr. Flint, iu regard to the admission of
new members adopted by the Academy at the last
meeting before the summer vacation, on the ground
that the motion to rescind was clearly out of order,
and should not have been entertained by the Academy.
Among the reasons which he gave were the following :
That a question once put to a deliberative body could '

not again be acted on except by a motion to recon-
sider. That section 6 of the Rules of Order of the
Academy directed that after any question had been
decided, except one of indefinite postponement, any
two Fellows who voted iu the majority might, at the
same, or next stated, meeting move for a reconsider-
ation thereof; without which no discussion should be
allowed.

The fact was, that two Fellows who had voted in
favor of Dr. Flint's resolutions had moved for recon-

sideration, which was agreed to, and the Academy had
then decided to indefinitely postpone the reconsider-
ation. That the motion to rescind was, therefore, un-

parliamentary, aud that under the rulings of the chair
motions could be adopted and rescinded in the Acad-
emy without regard to rules of order. Dr. Adams
claimed, consequently, that the adoption of Dr. Loomis's
resolution was a direct violation of the By-laws, and
submitted that the action of the Academy on it was
null and void.

Dr. T. Herring Burchard read a memoir of

THE LATE FREDERICK D. LENTE,
Corresponding Fellow of the Academy of Medicine,
in which he paid a feeling tribute to the many noble
qualities, and high professional attainments of the de-
ceased ; after which the paper of the evening was read
by Dr. Fessenden N. Otis, on

THE RAPID EVACUATION OF STONE FROM THE BLAD-
DER AFTER CRUSHING-WITH PRESENTATION OF
A NEW AND SIMPLIFIED EVACUATOR.

After stating that the revolution which had been '

going on for the last five years in regard to lithotrity
was now complete, and that the procedure advocated
by Professor Bigelow had already been formally ac-

cepted by all the authorities of Europe and America,
he quoted from the paper read by Dr. Bigelow at the
International Medical Congress in London in 1881,
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and spoke particularly of the modesty with which the
latter had alluded to his own illustrious achievements.
From the time of Civiale, he said, down to the year
1878, there bad been little change in the manner of
operating for stone in the bladder by lithotrity.
The duration of the sittings were as brief as the skill
of the surgeon, with the fear of cystitis always before
his eyes, could make them ; while the use of anaesthet-
ics was exceptional. Now, however, anaesthetics were
used as tbe rule, and the sittings bad even been ex-
tended to three hours without injury to the patient.

Dr. Otis then proceeded to describe the original
evacuator of Sir Philip Crampton, devised iu 1846,
aud exhibited a diagram of it. Diagrams were also
constantly referred to in describing tbe later instru-
ments of various operators. Crampton's evacuator was
modified by Mr. Clover, of London, who attached a
receiver of glass to the rubber bulb ; and to this mod-
ified apparatus he subsequently added a vertical re-

ceiving chamber. Professor Bigelow had paid a will-
ing tribute to the efficiency of this instrument, which
was the only one of any value in existence before his
own. His own success in lithotrity, he said, depended
in some measure on the fact that the tolerance of the
bladder had been established ; but the chief point about
his method was the use of a large catheter, whether
straight or curved.

Between Clover and Bigelow, however, Dr. Otis
* continued, there was a distinct hiatus, and this he

claimed himself to have filled. Up to 1874 the normal
calibre of the male urethra had been regarded by all
authorities as twenty-one millimetres. In 1874 he had
invented his urethrometer, and with it had demon-
strated, beyond the question of a doubt, that the nor-
mal calibre was thirty-two millimetres. Professor
Bigelow had said, in his earliest monograph, that
whether or not the position of Otis was adopted, there
could be no doubt that the urethra would admit a much
larger tube than that commonly attached to the Clover
or the French instrument ; and at the International
Medical Congress of 1881 he had declared that the
smallness of the catheter employed in lithotrity had
delayed progress in the operation for half a century.
The hiatus, Dr. Otis believed, was thus satisfactorily
filled by the determination of the true calibre of the
urethra.

As regards the extension of time employed in per-
forming lithotrity, as long ago as March, 1876, he had
operated in the case of a patient sixty-four years of
age, affected with a phosphatic calculus, whom he had
seen iu consultation witb Dr. Mann, of Brooklyn, and
had occupied an hour and ten minutes in the crushing
and removal of the stone. In November, 1877, he
had occupied an hour and a quarter in a similar op-
eration at Sag Harbor, Long Island, and he felt sure
that many other surgeons had had the same experience
before Professor Bigelow published his first paper.
He claimed, therefore, that the latter did not discover
the tolerance of the bladder under surgical procedure.
Bigelow did much more than this, he said. He util-
ized all the points of knowledge that had been previ-
ously gained in regard to this whole subject, and
achieved one of the most brilliant surgical triumphs of
modern times.

The smallest catheter that ought to be used in the
operation, he thought, was No. 27, of the French
scale, and the largest, No. 32. The relation of the
size of the urethra to that of the penis was practically

invariable, and if in any case there was any deviation
from this fixed relation it was abnormal. He had seen
some cases in which the urethra was larger than the
size indicated by that of the penis, but not a single one
that was smaller, unless it were narrowed by stricture
or other abnormal condition. It was very important
before operating to get the urethra in tbe best possible
condition, as the great danger was tbe liability to in-
jure its deep portion, and consequently, ii there were

any obstructions they should, by all means, first be re-
moved.

Professor Bigelow believed that the evacuating tube
should not be less than twenty-five, or more than thirty-
one, millimetres in circumference. It was surprising
what a great difference a very few millimetres made in
the capacity of the tube for quickly passing the débris.
Thus, in an experiment whicb Dr. Otis had made with
crushed coral, a substance which very admirably rep-
resented the mixed calculus, a catheter of thirty milli-
metres calibre carried 300 grains in thirty seconds,
while in the same length of time a tube of twenty-seven
millimeters carried only 180 grains. The tube should
be two or three sizes smaller than the urethra, and
Bigelow preferred the straight catheter to the curved.
The objection to the straight instrument was the
greater difficulty of introduction, especially where
there was any prostatic enlargement, and in order to
facilitate the introduction in the latter class of cases
Dr. Otis bad devised a straight catheter with a small
curve just at the extremity.

Although Professor Bigelow had insisted that a

large catheter was the one great requisite for success-
ful lithotrity, he believed that an important factor in
the success of the operation had been the more power-
ful evacuating instrument that he (Bigelow) had been
tbe first to employ. The objections to Bigelow's first
instrument were that it permitted more or less return
of the débris, and the too free passage of air into the
bladder. In 1879 Sir Henry Thompson devised an

apparatus in which the débris dropped directly into a
receiver below, and in which there was a metallic,
instead of flexible, connecting tube provided with a

stop-cock. This was open to the same objection of
allowing a return of the fragments into the bladder,
and, accordingly, in 1880, he made some changes in it
with a view to prevent this. The main idea of Sir
Henry Thompson was to get as short and direct a
route as possible between the bladder and the receiver.
As to Professor Bigelow's early instrument, Dr. Otis
had used it for a long time, and almost always with
tbe most satisfactory results, and in the present year
Mr. Reginald Harrison, of Liverpool, bad stated that
after trying several modifications he could not but ex-

press his satisfaction with Bigelow's original instru-
ment. But Bigelow had from time to time been im-
proving his instrument. Thus he modified it so that
the fragments entered the bulb at the side, and not at
the top, of the bulb, and also introduced a ball-valve
and strainer to prevent the return of the fragments.
The device was efficient, but rendered the apparatus
more complicated, and added greatly to the expense as
well as to the length of the route between the bladder
and receiver. After speaking of various other modi-
fications which had been made Dr. Otis stated that in
the early part of 1883 Professor Bigelow had achieved
a signal success with his latest instrument (which he
exhibited), in which the route of the fragments was

greatly shortened, and the return of the débris was
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prevented by a strainer prolonged to the centre of the
bulb. He bad used this instrument on one occasion,
and its action seemed to be perfect. Sir Henry Thomp-
son's latest instrument, in which the route was as direct
as possible, was also described.

Dr. Otis then went on to say that the weight and
expense of the Bigelow and Thompson instruments
had occurred to him as objections, and accordingly be
had devised, with the assistance of Messrs. Tieman &
Co., an apparatus which was lighter, simpler, and
much less expensive. It consisted of a bulb of strong,
annealed glass, two inches iu diameter, into one side
of which a metallic tube, connecting with a rubber air-
bulb, was introduced, the tube extending up to near
the top of the chamber. On the other side entered the
tube from the evacuating catheter, which curved down-
ward, and was designed to carry the débris nearly to
the bottom of the bulb, below which was a glass re-
ceiver attached by a strong bayonet joint. A stop-
cock cut off the entrance of air into the bladder. The
apparatus could be filled either by pouring water into
the bulb or by first exhausting the air from it, and
then allowing it to fill itself. Having described the
instrument, Dr. Otis exhibited its mode of working by
introducing the evacuating catheter connected with it
into a bottle representing the bladder, which contained
a considerable quantity of crushed coral to represent
the débris of a calculus. In a short time all the frag-
ments of coral were successfully carried to the receiver,
and there was no return of them whatever into the
bottle representing the bladder. The fact that there
was no tendency to return was stated to be due to tbe
direction of the current, depending on the relative
position of the orifices of the two tubes in the bulb.
In this instance a catheter of thirty millimetres calibre
was used. It was explained that no strainer or other
apparatus was required to prevent a return of the
débris into the bladder. This was certainly an advan-
tage because the strainer was liable to become clogged
with mucus, and it was essential that it should always
be kept very clean. In conclusion Dr. Otis said that
he had ascertained that his instrument could be made
for exactly half the price required for Dr. Bigelow's.

The President, Dr. Barker, remarked that it might
be of interest to state that the oldest living physician
in Boston, who was also a professor at Harvard, had
recently been relieved of a very troublesome calculus
by Dr. Bigelow's operation. He also read a letter of
regret at not being able to be present from Dr. James
L. Little, who said that he had performed the opera-
tion a large number of times with very gratifying suc-

cess, and that in his last case be had crushed a stone
an inch and a half in diameter iu a patient seventy-
seven years of age.

Dr. Edward L. Keyes, being called on by the chair,
remarked that he did not think Professor Bigelow had
ever made any claim to have discovered the tolerance of
the bladder. This was one of the first things that Civi-
ale and others had found out in their operations. Civi-
ale sometimes occupied half an hour with a sitting, but
as he could not evacuate, and as his instruments were

comparatively rough, he found by experience that it
was much more advisable to employ only short sittings.
As to the increased size of the tube now employed, he
thought this was undoubtedly the result of the re-
searches of Professor Otis in regard to the calibre of
the urethra ; but although Professor Bigelow claimed
that this was the essential point iu the success of his

procedure, he did not believe that such was really the
case. The birth of lithotrity in the brain of Bigelow
was due to a crystallization of all the ideas contributing
to that grand result which had previously existed in the
profession, and one of the principal elements in its suc-
cess was the increased efficiency of modern instruments.
The operation could be performed perfectly well with
a No. 12 tube, English scale; though, of course, the
larger the tube, the shorter would be tbe time re-

quired for the evacuation. He had never yet had oc-
casion to cut a urethra as a preliminary to the opera-
tion, except just at the meatus ; but if he had a case of
stone witb organic stricture of the urethra, he would
prefer the external incision to lithotrity. So far as he
knew, the only operators of high authority who used
very large tubes were Bigelow, Otis, and Harrison ;
most others fearing that possible injury to the urethra
might result from their use. As to Professor Otis's
new instrument, he had seen it for the first time only
that morning ; but, as far as he could judge, it would
add, if possible, to the professor's already brilliant rep-
utation for mechanical ingenuity. Its efficiency, sim-
plicity, cheapness, and portability, seemed to him
simply admirable, and among its special advantages
were the substitution of air-pressure for water-pressure,
and the fact that the glass bulb enabled the operator to
see the exact condition of affairs at all stages of the
operation. Whether the apparatus would work as

efficiently where there was a quantity of fine phosphatic
dust to be evacuated, as in cases wbere the fragments
of calcuius were larger, he was not prepared to say.

Dr. Otis, in reply to Dr. Keyes, stated that he
thought that Sir Henry Thompson ought to be added
to those who sometimes, at all events, resorted to the
larger tube, as he had repeatedly used a No. 30.
When there was prostatic enlargement it was necessary
to proceed with great caution, and he himself always
inculcated the rule to use as small an instrument as
would evacuate the fragments in such cases. When it
was necessary to incise the meatus or cut a stricture as
a preliminary to lithotrity, it was always advisable to
do this some little time before the main operation, so
as to allow the parts to heal before the latter was un-
dertaken. It was his practice always to clear tbe
urethra of obstructions, if any existed, before perform-
ing lithotrity. In regard to his instrument, the ad-
vantage of having so small a bulb was on account of its
portability aud the diminished danger of its breaking.
He had omitted to say that whenever it was desirable,
the apparatus could be inverted and the bulb filled di-
rectly with water.

PATHOLOGICAL SOCIETY OF PHILADELPHIA.
C. B. NANCREDE, M. D., RECORDER.

Stated meeting, Thursday evening, September 27,
1883. The President, Dr. James Tyson, in the chair.

Dr. Seiler presented a specimen of

posterior nasal hypertrophy in situ, together
with an exostosis from the tomer.

The anatomical relation of the parts on the right
side of the nasal cavity was perfectly normal.

When, however, this partition was removed, a very
marked enlargement of the posterior end of the lower
turbinated bone on the left side was noticed, which
proved to be a posterior hypertrophy.
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On the left surface of the vomer a projection wa.
also seen, which proved to be an exostosis, the exist
ence of which, in nasal disease, is denied by some
authors. The tumor-like projection into the nasal cav-

ity consists of a hypertrophy of the erectile tissue un-

derlying the nasal mucous membrane.
Its presence is due to a long-continued catarrhal in-

flammation which, by tbe infiltration of its inflamma-
tory products into this cavernous tissue, has distended
the venous sinuses, and has increased the thickness
of the connective tissue walls of the caverns, so that
when they are empty of blood a perceptible swelling
or tumor still remains, as is seen in the specimen.

The reason why these hypertrophies occur more fre-
quently at the anterior or posterior ends of the lower
turbinated bones must be looked for in the fact that
the blood, favored by gravitation, distends the caverns
of the erectile tissue more easily under the excitement
of local irritation in these localities, and that the an-
terior as well as the posterior ends of the lower tur-
binated bones, forming the entrance to the in- or outgo-
ing air current, are more liable to irritation by irritants
contained in the respired air than any other portion of
the nasal cavity.

Dr. Seiler said that, of late, great interest had been
taken iu the pathology of hay fever, particularly in
its relation to the pathological condition of the nasal
cavities, and that great success had attended certain
methods of treatment. In hay fever there is general
hypertrophy of the mucous membrane of all the tur-«
biuated bones and septum nasi. The membrane is
thickened and puffed up, thus occluding the nasal
cavities. The inhalation of impure air, dust, etc., will
produce irritation and cause asthmatic attacks. The
pressure exerted by foreign growths or hypertrophied
normal tissue in the nares also causes asthmatic symp-
toms.

As regards the possibility of cure, we may say that
all sufferers from hay fever invariably have hypertro-
phie nasal catarrh, and if you, during the winter, re-
move the hypertrophied tissue the hay fever will not
return during the summer. This removal is done either
with a dental drill or the cautery knife.

He did not believe it to be due to rotten grains, as

the worst cases occur in traveling from coal-dust, etc.
The disease is due chiefly to the hypertrophies. Some-
times the attack comes on frequently, and lasts only a

very short time, the patient in the mean time being
well. He had seen a number of such cases. Iu one

case a young lady was attacked at every menstrual
period, the disease lasting a half hour. There was

every symptom present : sneezing, watering of the
eyes, running and clogging up of nose, difficulty in
breathing, etc. Iu another instance, a gentleman had
the same kind of seizures, but they were accompanied
with intense pain in the nose. By surgical means he
succeeded in relieving him very much. Instead of one
attack in three or four days, he has had but one iu four
months. These cases show how localized hypertrophies
can produce spasmodic attacks.

Dr. J. T. Eskridge presented specimens of
malignant growths of the stomach and

ovaries,
with the following history :

—Mrs. A., aged thirty-two years ; married ; born in Ger-
many ; had done hard service-work all her life. She
had had two children, both living and healthy ; three

and two years old respectively. Her husband was a

drunken, dissipated fellow. Her children were born at
term. Neither she nor they presented any evidence of
syphilis. She had had no abortions. Her confinements
bad been normal. After the first she remained iu bed
ten days, but after the last only five, as she was compelled
to go out washing to earn bread for herself and chil-
dren. Until her last confinement she had always felt
well, and weighed, two years ago, one hundred aud
forty pounds ; but soon after the birth of the child she
began to lose flesh aud strength. So far as she knew,
none of her relatives had suffered from cancer or
tuberculosis. In the latter part of the year 1882, she
fell on her stomach and hurt herself considerably.
Soon after the accident her abdomen became painful
and began to swell. In March, 1883, she was admitted
to the Episcopal Hospital. She remained in that hos-
pital several weeks, and during her stay there her
abdomen was twice tapped, a large quantity of a straw-
colored serous fluid having been drawn off each time.
She entered the hospital of the Jefferson Medical Col-
lege, very much emaciated, July 1, 1883. Dr. Getchell
twice drew off large quantities of fluid similar in ap-
pearance to that obtained from her while she was in
the Episcopal Hospital. She came under my care

July 17th. She was very weak, and her appetite was

poor, but her stomach was tolerant, and had been so

during her entire illness. Her abdomen was greatly
distended, and slightly painful to palpation. No nod-
ules could be felt in any portion of the abdominal
cavity. No heart or lung trouble was detected. The
urine was normal in appearance and quantity. The
temperature over the abdomen was a little higher than
iu the axillae, in each of which it was 99.4° F. A few
days later, about three gallons of a yellowish serous
fluid were drawn from the abdominal cavity» After
the operation the abdomen was flaccid and tolerant of
manipulation. A tumor just below the ensiform car-

tilage of the sternum was felt. It was thought to be
connected with the stomach. A tumor, much larger
on the right side than on the left, was observed in each
ovarian region. The liver and spleen presented, so fat-
as I was able to detect, no evidence of disease in these
organs. Occasionally she was troubled by diarrhtea.
She grew weaker, and her abdomeu more tender. She
died from asthenia, August 1, 1883. Her stomach re-
mained tolerant to the last. From July 27th to Aug-
ust 1st, her temperature ranged from 100.4° to 102° F.
She was treated mainly with anodyne and supportive
measures. Anti-syphilitic treatment was at one time
employed, but witliout any improvement.

Sectio Cadaveris (twenty-one hours after death).
Body greatly emaciated, the adipose tissue being almost
completely absorbed. Parietal layer of peritonaaumthickened, opaque, and quite firmly attached to abdom-
inal muscles. Its internal surface is very rough, aud
presents a rugose appearance almost as well-marked as
the mucous membrane of a healthy stomach. The
rugosed surface is made up of layers of firmly adher-
ent lymph, and is studded throughout with deposits
of pigment. The peritoneal cavity contains about one
and a half gallons of a straw-colored serous fluid.
Bowels are distended with gas, and variegated exter-
nally by deposits of old lymph. Stomach is distended
with fluid. It is very small, capacity not more than a

pint. It is firmly bound to all adjacent structures by
bands of old and recent adhesions. Externally it pre-| sents the appearance and feel of an old cystic kidney.
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Its length is about eight inches ; greatest breadth three
inches. The walls of the pyloric two thirds of the
stomach vary from three fourths of an inch to one

quarter in thickness, the calibre of this portion not
being more than one and a half inch in diameter. The
mucous surface is smoother than normal, and anaemic
in appearance. While the growth encircles the stom-
ach at its pyloric end (two thirds), its thickest portion
is along the lesser curvature. The walls at the cardiac
end of the stomach are thinner than normal, easily
torn, and present several ecchymotic spots. The py-
loric orifice is greatly dilated, and admits of all the fin-
gers of one hand being passed up to their second joint.

The calibre of the upper portion of the duodenum is
two or three times larger than normal. The walls of
the bowel at this point are thickened, but the thicken-
ing does not extend more than two or three inches
when the bowel resumes its normal appearance. Gen-
eral adhesions are found, binding together the greater
and lesser bowels, but at no point are their calibres
materially lessened. The caput coli is much enlarged,
and its appendix is curled upon itself, presenting a
snail-like appearance.

A spherical growth, about five inches in diameter, is
connected with the right ovary. About two thirds of
the tumor is formed by a cyst whose walls are about
an eighth of an inch thick. Tbe inner surface pre-
sents a cheesy appearance from broken-down exudated
lymph. The contents of the cyst are a dark, muddy
liquid. The remainder of the tumor is made up of a
caseous-like substance, in which a cyst about tbe size
of a walnut is found. Connected with the left ovary
is an ovoidal growth, about three inches in length and
two in breadth. The tumor is made up of a fibro-fatty
substance. Tbe womb is quite small, and apparently
is not the seat of any disease.

The stomach seems to be the point of chief interest
in the above case. The absence of nausea, vomiting,
eructations, and other symptoms of gastric indigestion,
in a contracted stomach, the pyloric two thirds of
whose walls are infiltrated by a neoplastic growth, can
be explained only, I think, by the presence of the
enormous dilatation at the pyloric orifice. This con-
dition of affairs permitted indigested food to pass from
the stomach into the bowel readily. Gastric digestion
was apparently almost nil, the fluids in the intestine
performing their own function and that of the gastric
juice.

It is probable that the growth in the stomach is sec-

ondary to those of the ovaries, and that the peritonitis
followed by ascites was occasioned by. the fall received
eight months before the death of the patient.

The President said that he had never seen a case
of disease of the stomach with so much thickening of
walls and contraction of the cavity combined with so
much dilatation of the pyloric orifice.

Dr. Formad said that, judging from the specimen,
without a microscopic examination, he did not think
there was any trace of cancer either in the ovaries
or stomach. It looked more like a case of chronic
fibroid gastritis. He has seen several cases of that
kind. They are described and figured by Thierfelden
in his Pathological Atlas. He also has in his posses-
sion a specimen of the affection. The ovaries also look
fibrous, aud malignant disease of the ovaries is usually
sarcomatous. In fibroid disease of the stomach the
muscular coat is affected by fibroid changes, as is also
the mucous coat.

Dr. Eskridge, in reply, said that after examining
the specimen carefully be felt that he would not be
justified in calling it either sarcoma or carcinoma, and
so called it a " malignant growth." There were no
métastases. There was an absence of vomiting, not-
withstanding the extent of the disease.

The President said that in one of his cases, with
all the symptoms of cancer of the stomach, post-mor-
tem examination showed what was called fibroid thick-
ening by one pathologist, but which Dr. Formad and
himself regarded as cylindrical epithelioma.

The specimen was referred to the Committee on
Morbid Growths for examination.

Dr. de Schweinitz also exhibited specimens of
recurrent scirrhus of the male breast,

taken from the person of Moses W., aged sixty, a native
of Ireland, and at the time of operation an in-patient in
the University Hospital. He was of dark complexion,
had a somewhat cachectic look, of bilious constitution,
and rather melancholic temperament. His family con-
sisted of ten members. Father and mother died in old
age ; of bis brothers and sisters he had little knowledge,
but, as far as he knew, none of them ever suffered with
carcinoma in any form. Four and a half years ago a
small kernel appeared beneath his left nipple. Grad-
ually the nipple retracted, and the tumor slowly in-
creased in size, until, at the end of a year and ten
months, its dimensions were those of an orange. He
then applied for treatment, and a Belfast surgeon re-
moved the growth. Eight months later the growth
began to recur in loco, the first nodule appearing in
the scar at the point where a stitch was passed in the
approximation of the wound. During August of this
year he came to the University Hospital, and Professor
Ashhurst removed the secondary growth, and also some

enlarged axillary glands, which the patient claims were

present at the time of the original operation. The
patient denied any injury or inflammatory trouble in
his breast previous to the appearance of the original
tumor. He also denied that this breast had been larger
than its fellow, or that it had ever secreted milk.
Macroscopically the growth is seen to be composed of
two portions, the one, larger, is a fibrous mass, rising
above the level of the epidermis, brownish-red in color
on the surface, and yellowish-white within, and of
moderate consistence. The skin in the immediate
neighborhood at the time of operation was of a dusky
hue. The other and smaller portion is a nodule situ-
ated beneath the skin in the subcutaneous connective
tissue, and is of similar color aud consistence. A sec-
tion under the microscope shows a connective-tissue
frame-work, composed of round and oval alveoli, and
scattered through it some spindle and round cells.
These alveoli are quite closely packed with polymor-
phous epithelium, but chiefly of a spheroidal type.
Much yellow elastic tissue is present in all sections.
The skin in the neighborhood of the larger mass is
involved in the carcinomatous process. The tumor is
an ordinary scirrhus or spheroidal-celled carcinoma.

It is needless to speak of the interest which attaches
to carcinomata of the male breast, and of their in fre-
quency of occurrence when compared with similar
growths in the female mammary gland. I need only
refer to Prof. S. W. Gross's interesting exhibit and
remarks upon this subject in this Society's Transac-
tions, vol. vi. I have mentioned that the tumor re-
curred at the point where a stitch was passed. It is
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permissible to speculate whether, if the surgeon's knife
had removed a larger area of skin, this local recurrence
would have been prevented or at least delayed. It
would not be an uninteresting study to make sections
of the edges of flaps that are about to be approximated
after the removal of malignant growths, and note
whether any morbid manifestatious would present
themselves, ready to be lighted up in active growth
by any irritation, as in this instauce, by the passage of
a suture. At all events this may serve the purpose
of another warning that all incisions for such purpose
should be carried as far into healthy tissue as is pos-
sible.

Dr. W. E. Hughes presented some specimens from
a case of
phthisis with absence of parietal pericardium

and malposition of liver,
with the following clinical history: C. L., white, aged
thirty-three, was admitted to the University Hospital,
July 21, 1882. He had been previously in the Phila-
delphia Hospital, under the care of Dr. E. T. Bruen.
By occupation a carpet weaver, he had done of late
years general laboring work, often much exposed to
weather. He had been a moderate drinker and user
of tobacco. There was a distinct history of asthma in
the family, both mother and maternal grandfather hav-
ing been affected, but no phthisis. When eleven years
old he had pneumonia, and since then winter cough.
Till three years before being seen he was well and
strong, then the cough became continuous, and flesh
and strength began to fail ; a year afterwards dyspntea
developed ; at first produced only by exertion, it soon
became constant, and a most urgent symptom in the
case. In the fifteenth month preceding admission to
the hospital he had had two or three attacks of excru-

ciating pain about the fifth interspace to the right of
the sternum. The attacks would begin suddenly, last
a few minutes, and disappear as suddenly as they came,
leaving him completely exhausted. On admission to
the hospital he was weak, somewhat emaciated, breath-
less, face sallow, with a circumscribed flush on left
cheek. Expression cheerful. Left pupil larger than
right ; both responded well to light. Cough constant,
rather dry; some muco-purulent expectoration in the
mornings ; dyspnoea constant, with marked exacerba-
tion on exertion. Appetite and digestion poor ; bow-
els irregular. On the right side of the chest a distinct
prominence, reaching its greatest elevation at the fifth
interspace, midway between the sternum and nipple.
Over right chest poor movement, with flattening at the
apex. At the apex there were evidences of a cavity,
while from the third rib to the base, and from the
sternum to the anterior axillary line (over the area of
promiuence just spoken of), there was flatness, with
absence of vocal resonance and fremitus ; posteriorly,
dullness with mucous râles and scattered friction sounds.

On the left resonance was impaired at the apex, and
respiration blowing, elsewhere normal. The apex beat
of the heart was in the fourth interspace, one half inch
outside of the left nipple. With the systole could be
noticed a slight localized retraction of chest wall im-
mediately inside the apex beat. Cardiac dullness
extended from the right border of sternum two inches
to the left of the sternum iu the second interspace,
two and a half iuches in the third, and three aud a
half inches in the fourth. First sound weak and val-
vular. Second pulmonary sound accentuated and re-

duplicated. Liver dullness extended to the margin of
the ribs anteriorly, continuous above with the flatness
in the chest ; posteriorly it was normal. A diagnosis
of chronic plastic pleurisy with consequent phthisis was

made, and the needle of an aspirator introduced about
the middle of the area of flatness with negative results.
The needle, as was shown after his death, must have
punctured the liver. While in the hospital his condi-
tion remained much as it was on admission. A most
interesting symptom was one connected with the pupils.
They were usually unequal, sometimes tbe right, some-
times the left, being the largest. When first seen the
flush was limited to the cheek corresponding with the
largest pupil.

March 15, 1883. After a fall he had a slight pul-
monary hœmorrhage, and died in fifteen minutes of
apncea, the heart continuing to beat after the respira-
tions had ceased.

Autopsy (twelve hours after death). The upper right
lobe of the lung had been converted into a cavity with
contracting walls. The upper part of the middle lobe
had undergone marked fibroid change. The rest of the
middle lobe and all of the lower were collapsed, con-

gested, pushed back by the liver, which lay in front of
them. The lung was universally adherent to tbe chest
wall and diaphragm. The left lung had small masses
of cheesy deposit at its apex, with the remaining sub-
stance healthy. It was less adherent than right. The
heart was normal in size and position. The valves and
great arteries were normal. What lends the case its
chief interest was a complete absence of pericardial sac,
the heart lying free in the left pleural cavity, its surface
in contact with the left visceral pleura. Toward the
apex there were a few fibrous bands connecting the
heart with the lung and diaphragm (evidently the re-
sults of old pleurisy), while toward the base it was

impossible to separate the heart and lung on account of
the density of the adhesions. The serous covering of the
heart wras directly continuous with the visceral pleura.
From the diaphragmatic pleura immediately beneath the
heart was a fold of serous membrane one inch broad,
three inches long, apparently an abortive attempt at
the formation of a pericardial sac. No such formation
could be demonstrated at the base, on account of ad-
hesions between the heart and lung. The liver pre-
sented a curious departure from the normal position.
The right lobe about its middle turned sharply upou
itself, and, carrying the diaphragm with it, extended
upward to the third rib. This accounted for the prom-
inence and dullness in the chest before noted. The
gall-bladder was carried with the liver, its fundus point-
ing upward. The left lobe was very small, and was
not carried up with the right. On section the liver
showed a nutmeg appearance. The other organs were
normal.

Dr. Edwards said that the misplaced liver had
been punctured several times by the attending physi-
cian, while he was his resident. The idea was to see
if there was any accumulation of fluid at the place on
the chest where resonance was absent.

Dr. Eskridge said that he had a case in which he
thought the pericardium was incomplete, but he came

to the conclusion that it was normal ; the anterior
layer of the pericardium having been removed along
with the sternum, to which it was afterwards fouud at-
tached.

Dr. Formad said that he helped to make the au-

topsy, and was perfectly sure that the parietal layer was
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absent. On removal of sternum, tbe heart was visible"
The parts were very carefully investigated. The heart
was seen lying in the left pleural cavity. On looking
up the literature, he fourni in Virchow's Archives three
or four such cases recorded. In this case there was
some anomaly of the diaphragm and displacement of
the liver. There was a healed phthisical cavity at the
top of the right lung, and it is possible that in healing
the scar may have cansed the retraction of the dia-
phragm and ascent of the liver.

Dr. Musser bad had two caees in which marked
retraction of the chest wall occurred at each heart-
beat. In these cases there were no pericardial adhe-
sions. Clinically, he regarded retraction of the chest
walls as of no value iu the diagnosis of pericardial
adhesions.

Dr. Woodbury said that he saw in the Pennsyl-
vania Hospital, two cases of absence of a part of the
pericardium. One was congenital, and the other was
<Iue to inflammatory action. Iu the specimens pre-
sented this evening, there may have been inflammatory
adhesions early in life, and later on rupture of these
and of the pericardium.

Recent Literature.
Transactions of the Colorado State Medical Society at

its Thirteenth Annual Convention, held in Denver
June, 1883.

Transactions of the New Hampshire Medical Society
at its Ninety-Third Annual Session, held at Concord,
June 19, 20, 1883.
These two pamphlets, representing the work of one

of the oldest and one of the youngest State societies,
present an interesting ground of comparison, and sug-
gest that Colorado, though a new State, has drawn its
population from the oldest centres of civilization, and
in medicine, as in other departments, has many work-
ers of first-rate ability. Among the contributions we
notice a careful analysis of Signal Service statistics
with reference to Colorado climate, by Dr. Samuel A.
Fi-k, of Denver, in which the writer supplements his
personal experience as a valetudinarian by figures
showing the relative humidity, temperature, and other
elements which contribute to give Colorado climate
the value which many have found in it for incipient
phthisis. In the New Hampshire volume we notice
as of special interest the presidential address of Dr.
A. H. Crosby, of Concord, N. II., and the other con-
tributions are of value.

A Text-Book of General Pathological Anatomy and
Pathogenesis. By Ernst Ziegler, Professor of
Pathological Anatomy in the University of T\l=u"\bingen.
Translated and edited for English students by Don-
ald Macalister, M. A., M. B. New York:
William Wood & Co. 1883. 371 pages.
The English edition of this valuable work has al-

ready been noticed in the Jouknal,1 and it only re-

mains to welcome an American reprint as placing the
work within the means of a larger number of readers.
It is to be regretted, however, that this has been done
by using the worn-out plates from England, and print-
ing on very poor paper. This edition is only to be
recommended to those who caunot afford to purchase
Macmillan's publication.

1 Vol. cviii., p. 398.

LOCALIZATION OF CEREBRAL FUNCTIONS.
Prof. David Ferrier, whose name is so inti-

mately connected with the above subject, having been
awarded the Marshall Hall prize, delivered recently
before the Royal Medical and Chirurgical Society, at
its first meeting this season, an especially lucid and
interesting address upon the Progress of Knowledge
in the Physiology and Pathology of the Nervous Sys-
tem. Many of our readers will remember the perse-
cution before the courts to which Professor Ferrier
was subjected by the anti-vivisectionists just after the
meeting of the International Congress at London, on

account of the experiments upon two monkeys, per-
formed to prove to other physiologists his views in
regard to cerebral localization. The address (re-
ported iu full in tbe British Medical Journal, October
27th) deals mainly with the gradual development aud
present postion of this theory of localization of cer-

ebral functions.
It opens with an acknowledgment of the Marshall

Hall prize, and a eulogistic account of Marshall Hall's
investigations into tbe nature and conditions of reflex
action, a subject of such importance that its elimina-
tion would derationalize the better half of pathology
and therapeutics. Not long prior to this investiga-
tor's study of the spinal cord and medulla oblongata,
Flourens was engaged in his memorable researches on

the physiology of the cerebral hemispheres. The
doctrines of Hall, with modifications in detail, are
those which still prevail, while those of Flourens,
though having exercised an enormous influence on

clinical medicine aud pathology, are open to extensive
criticism. Flourens held that the organ of the mind
like the mind itself was one and indivisible, there be-
ing no differentiation of function, each part being
capable of exercising every function pertaining to the
whole. These views were once generally accepted,
but some observers saw in certain clinical phenomena
— as the occurrence of limited paralyses following
limited lesions — facts inexplicable by this theory.
Among these observers was numbered Dr. Hughlings
Jackson, to whose keen perception Professor Ferrier
accords the highest praise. Fritsch and Hiizig subse-
quently inaugurated a new era by showing the results
of electrical irritation of different regions of the cere-

bral hemispheres.
The question of localization of cerebral functions

was brought to a crisis at the International Congress
of 1881. Goltz, as the champion of the Flourensiaa
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